Recent research has examined the role of either self-reinforcement or recall of positive and negative information in the maintenance of depression. The present study was designed to investigate the relationship between these two constructs and their relationship to clinical depression. Sixteen depressed and 12 nondepressed psychiatric inpatients and 19 nondepressed hospital employees were presented with a verbal recognition task, and their administration and recall of selfreinforcements and self-punishments were assessed. As predicted, the depressed patients administered fewer self-reinforcements and a greater number of selfpunishments than the hospital employees; however, they did not differ on either of these measures from the nondepressed patients. In terms of recall the depressed patients, to a significantly greater extent than subjects in either of the nondepressed groups, recalled giving themselves fewer reinforcements and a greater number of punishments than was actually the case. Whereas a low rate of selfreinforcement may be characteristic of global psychopathology, deficits in the recall of self-reinforcement and self-punishment appear to be specific to depression. These results are discussed with reference to both cognitive and self-reinforcement conceptualizations of depression. Implications for the treatment of depression are discussed, and directions for future research are advanced.
atology of depression are self-reinforcement and self-monitoring.
In terms of self-reinforcement, Rehm (1977) suggests that nondepressed persons frequently administer rewards (overt and/or covert) to themselves contingent on meeting self-evaluative criteria and occasionally administer punishments (overt and/or covert) to themselves contingent on failure to meet self-evaluative criteria. By these processes nondepressed individuals maintain normal rates of behavior in the relative absence of i external control and are able to suppress unproductive behavior in pursuing long-term goals. Rehm suggests that depressed individuals, on the other hand, may be characterized by relatively low rates of self-reinforcement and relatively high rates of selfpunishment. Rehm argues that low rates of self-reinforcement account in part for the slowed rates of overt behavior that typify depression. Depressive symptomatology such as lower general activity level, fewer response initiations, longer latencies, and less persistence may all be viewed as resulting from low rates of self-reinforcement. Furthermore, Rehm suggests that because de-521 pressed individuals may selectively monitor negative feedback and set stringent self-evaluative criteria, potentially productive behavior may be suppressed early in a response chain by a high rate of self-punishment, resulting in excessive inhibition.
Self-monitoring, according to Rehm (1977) , involves observations of one's own behavior and immediate environment. More than a passive perceptual awareness of events, self-monitoring involves selective attention to certain classes of events, and the ability to make accurate discriminations. Nondepressed persons monitor situation-behaviorconsequence sequences and are posited to observe accurately a variety of outcomes or consequences in each sequence. Rehm hypothesizes that depressed individuals, in contrast, selectively attend to negative aspects of their environment and behavior to the relative exclusion of positive events. This distortion in self-monitoring is proposed to account for the pessimism and gloomy outlook characteristic of depression.
Several investigations have offered evidence consistent with Rehm's (1977) conception of depression-associated deficits in self-reinforcement and self-monitoring. Rozensky, Rehm, Pry, and Roth (1977) , for example, asked depressed and nondepressed medical patients to reward and punish themselves for their responses on a word recognition memory task. Although no group differences were found with respect to the number of correct responses, depressed patients administered fewer self-rewards and more self-punishments than the nondepressed patients. Roth, Rehm, and Rozensky (Note 1) replicated this procedure with university students varying in degree of depression and found that depressed students administered more self-punishments than did nondepressed students. In a similar study Nelson and Craighead (1977) found that depressed university students self-rewarded less than nondepressed students on an ambiguous laboratory task. Finally, Lobitz and Post (1979) found depressed psychiatric patients reward themselves less than nondepressed patients on a word association task. These studies suggest, then, that depressed individuals administer fewer self-rewards and/or more self-punishments than their nondepressed counterparts.
Evidence for a self-monitoring deficit in depression has come largely from investigations examining distortions in the recall of positive and negative information received by depressed and nondepressed subjects. Although distortions in the recall of information do not necessarily reflect an underlying deficit in self-monitoring, data from these studies are consistent with Rehm's O977) conception of a selective attention to negative events (or a selective inattention to positive events) in depression. Wener and Rehm (1975) , for example, found that depressed university students tended to underestimate the number of times they had been rewarded for making a correct response on a pseudosocial intelligence task. In a similar study Buchwald (1977) found that depressed university students tended to underestimate the number of correct responses they made on a learning task more than nondepressed students, who tended to underestimate less often, or to overestimate. Finally, Nelson and Craighead (1977) presented depressed and nondepressed university students with an ambiguous laboratory task on which they were either rewarded or punished on either 30% or 70% of the trials. These investigators found that the depressed students who were rewarded at the 70% schedule recalled receiving a lower rate of reward than their nondepressed counterparts. In addition, the depressed students who were punished at the 30% schedule recalled receiving a higher rate of punishment than nondepressed students who were also punished on this schedule. Nelson and Craighead note that this difference was due to the nondepressed students' underestimating the amount of punishment they had received-the depressed students were accurate in their recall. The authors draw on this finding and suggest that depressed persons may be particularly sensitive to aversive stimulation, an interpretation conceptually similar to Rehm's formulation of a selective attention to negative events in depression.
These investigations, then, have provided evidence of depression-associated deficits in self-reinforcement and in the recall of positive and negative feedback. Each of these studies, however, has typically examined either self-reinforcement or recall of positive and negative information. Wener and Rehm (1975) , for example, assessed only recall of positive events, whereas Rozensky et al. (1977) examined only rates of self-reward and self-punishment. Although Nelson and Craighead (1977) examined both recall of reinforcement and punishment and administration of self-reinforcement and self-punishment, they note that the rates of self-reinforcement and self-punishment might have been confounded by the rates of experimenter-administered reinforcement and punishment that the subjects had received on a prior task. It is important to note that Kanfer's (1971 Kanfer's ( , 1977 model of self-regulation, which forms the theoretical foundation of Rehm's (1977) self-control model of depression, is a dynamic rather than a static formulation. It is a closed-loop learning model, and the processes of self-monitoring and self-reinforcement are posited to affect each other. The administration of self-reinforcement, for example, is dependent in part on the accuracy of self-monitoring; conversely, the veridicality of self-monitoring may be affected by differential tendencies for self-reinforcement and self-punishment. The practice of previous research to examine independently self-reinforcement and recall of positive and negative feedback makes it difficult to assess the relationship between these two processes in the maintenance of depression. Adding to this difficulty is the fact that studies examining recall of positive and negative feedback in depression have used only experimenter-generated feedback as stimuli. One of the purposes of the present study was to assess both the administration and recall of self-generated reward and punishment in a single sample of subjects.
A second area of concern, indeed an issue that pervades research in depression in general, involves the use of analogue subjects. Investigations of self-reinforcement and recall of information in depression have typically used depressed and nondepressed university students as subjects. These students were exhibiting at best (or more aptly, at worst) only mild depressive symptomatology, and several investigators have recently questioned the applicability to clinical depression of experimental results obtained with mildly depressed university students (cf. Depue & Monroe, 1978; Gotlib & Asarnow, 1979 , 1980 Hammen, 1980) . Suarez, Crowe, and Adams (1978) , in fact, have presented data suggesting that results obtained with depressed university students may not even be generalizable to a nonstudent population at the same level of depression. Two relevant investigations have been reported using depressed psychiatric patients as subjects. Lobitz and Post (1979) examined self-reinforcement in depressed and nondepressed psychiatric patients, and DeMonbreun and Craighead (1977) investigated recall of positive and neutral feedback in depressed and nondepressed psychiatric outpatients and nondepressed normals. The present study was designed to replicate and extend these two investigations by examining both the administration and recall of self-reinforcement and self-punishment in clinically depressed psychiatric inpatients, nondepressed psychiatric inpatients, and nondepressed normal controls.
The following predictions, based on Rehm's (1977) self-control model of depression, were made: (a) The depressed subjects would administer fewer self-reinforcements and a greater number of self-punishments than would subjects in the two nondepressed groups; (b) the depressed subjects, to a significantly greater extent than subjects in the two nondepressed groups, would recall fewer self-reinforcements and a greater number of self-punishments than they actually administered.
Method

Subjects
Nineteen depressed and 12 nondepressed psychiatric inpatients at Kitchener-Waterloo Hospital and 16 nondepressed nonmedical hospital employees served as subjects in the present study. The depressed group comprised 8 males and 11 females, whereas the two nondepressed groups were each made up of equal numbers of males and females. Criteria for inclusion in the study for the two patient groups (adapted from Abramson, Garber, Edwards, & Seligman, 1978) were (a) a current hospitalization of between 3 and 35 days, (b) an age of between 18 and 60 years, (c) a minimum of an eighthgrade education, and (d) no evidence of brain damage, alcoholism, drug addiction, or psychotic ideation.' ' Because of these selection criteria, none of the patients who served as subjects in the present study were receiving major tranquilizers as part of their treatment while in the hospital. Rather, their medication regimen typically consisted of minor tranquilizers or antidepres-Group assignment for the patients was based on the psychiatric research diagnostic criteria of Feighner and his associates (Feighner, Robins, Guze, Woodruff, Winokur, & Munoz, 1972) , scores on the Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) , and the Hamilton Rating Scale for Depression (HRSD; Hamilton, 1960) . A psychiatric patient was classified as depressed if he or she (a) obtained a diagnosis of "definite" depressive syndrome according to the criteria of Feighner et al. (1972) and (b) evidenced moderate to severe levels of depression, defined as a minimum score of 11 on the BDI and a minimum score of 14 on the HRSD. A psychiatric patient was classified as nondepressed if he or she (a) did not meet Feighner et al.'s (1972) criteria for a psychiatric diagnosis of either "definite" or "probable" depressive syndrome and (b) obtained scores of 9 or less on the BDI and 10 or less on the HRSD. The majority of the nondepressed patients had received psychiatric diagnoses of "personality disorder" and "anxiety neurosis."
Nonmedical hospital employees (e.g., accountants, cleaning staff, maintenance staff, secretarial staff, etc.) served as nondepressed normal control subjects. Criteria for inclusion in this group were (a) a BDI score of 9 or less and (b) no reported major current or past problems with depression.
Apparatus
Two pieces of equipment were used in the present study. The first was a Kodak Caramate slide projector, which resembles a small portable television set. The slides are set in a carousel tray on the top of the set and are projected onto a built-in screen in the front of the set. Slide presentation was controlled by means of a remote lead, plugged into the projector, and operated from an adjacent room with a one-way mirror.
The second piece of equipment consisted of two separate units, connected by a 12-foot (3.66 m) length of wire. One unit was a 14 X 5 X 2 inches (34.5 X 12.5 X 5 cm) gray metal box with two buttons on the top, labelled REWARD and PENALTY. Between these two buttons was a small orange light bulb; a speaker, 1.5 inches (3.5 cm) in diameter, was encased in the center of the front edge of the box. The light bulb was activated when the REWARD button was pressed, whereas a shrill tone was emitted from the speaker when the PENALTY button was pressed. This box was connected by the wire to the second unit, a larger box in the adjacent room that displayed the cumulative number of REWARD and PENALTY button presses.
Procedure
Potential subjects were assessed by a psychologist on the inpatient psychiatric unit according to the criteria sant medication. Given the relatively short period of hospitalization prior to participating in this study, it is unlikely that the obtained experimental results would be confounded by the pharmacological effects of this medication. outlined earlier. If the subjects met the required criteria, they were assigned to the appropriate group. Within two days of being assessed, subjects were run in the study proper by an experimenter who was unaware of each subject's group assignment.
The task used was one developed by Bellack and Tillman (1974) and subsequently employed by Rehm and his associates in their work examining self-reinforcement processes in depression (e.g., Roth et al., Note 1; Rozensky et al., 1977) . Briefly, the task procedure was as follows: 30 consonant-vowel-consonant nonsense syllables of medium association value (47% to 53%; Underwood & Schulz, 1960) were serially presented by slide projecter at two-second intervals to each subject. Following a one-minute rest period, each subject was presented with the first of 30 slides, each containing three syllables. The subjects were required to identify the one syllable of the three presented in each slide that had appeared in the first list and were given the opportunity to reward or punish each choice. Subjects were told that pressing the REWARD button was analogous to saying to themselves, "That was a good choice. Keep up the good work," and that pressing the PENALTY button was analagous to saying to themselves, "That wasn't a good choice. I didn't do very well on that one." Subjects were further instructed that if they were neither satisfied nor dissatisfied with any choice, they could choose not to press either button.
When it was clear that the subject understood the instructions, the experimenter retired to the adjoining room and started the slide projector. Following the task the experimenter returned to the experimental room and asked the subjects to complete a number of forms and to try to recall the number of self-reinforcements and self-punishments they had administered. Each subject was then debriefed as to the purpose of the investigation. Any questions concerning the study were answered fully, and all subjects were thanked for their participation.
Results
Subject Characteristics
Group means and standard deviations for scores on the Beck Depression Inventory (BDI); the Hamilton Rating Scale for Depression (HRSD); the number of days in the hospital prior to participation in the study; the number of previous psychiatric hospital-admissions; and age, income, and formal education are presented in Table 1 .
A multivariate analysis of variance (MAN-OVA) conducted on age, income, and formal education using Wilks's criterion was nonsignificant, F(6, 82) = 1.50, p > .1, indicating that the three subject groups did not differ significantly on these measures. The criteria used to assign subjects to groups ensured that there was no overlap between the two patient groups with respect to scores on the BDI and the HRSD. A Student's t test (two-tailed) revealed that the nondepressed patients obtained significantly higher scores on the BDI than the nondepressed hospital employees, ((26) = 4.26, p < .001. Nevertheless, considering the mean, range, and cutoff scores of the BDI for these two groups, both the nondepressed patients and the nondepressed hospital employees can clearly be considered as nondepressed by Beck's (Beck et al, 1961) criteria. Student's t tests (two-tailed) were also conducted between the two patient groups for the number of days in the hospital prior to participation in the study and the number of previous psychiatric hospital-admissions. No significant group differences were found for either of these measures: days in hospital, *(29) = 1.20, p > .1; previous admissions, t(29) = .99, p> .1.
Self-Reinforcement and Depression
It was predicted that the depressed subjects would administer fewer self-reinforcements, and a greater number of self-punishments than subjects in the nondepressed groups. Group means and standard deviations for the actual number of correct responses, self-reinforcements, and self-punishments are presented in Table 1 ? A MANOVA was conducted on the number of self-reinforcements and self-punishments administered, with the actual number of correct responses used as a covariate.
4 A significant main effect for group was obtained using Wilks's criterion, F(4, 78) = 4.62, p < .003. Because the null hypothesis was rejected, analyses of covariance (ANCOVAS) were separately conducted on the number of self-reinforcements and the number of selfpunishments, using the number of correct responses as a covariate. Both analyses revealed a significant main effect for group: reinforcements, F(2, 43) = 4.95, p < .02; punishments, F(2, 43) = 4.23, p < .03. Scheffe tests for the difference between conditions indicated that both the depressed and 3 Group-by-sex analyses were conducted on all of the measures reported from this point on, and for no measure was a significant main effect for sex or a sex-bygroup interaction obtained. Therefore the data were collapsed across sex for all subsequent analyses. 4 A univariate ANOVA conducted on the number of correct responses did not yield a significant main effect for group, F(2, 44) = 1.88, p > .1. This variable was used as a covariate in this analysis to control for the possibility that the number of correct responses made might have affected the administration of self-reinforcements and self-punishments despite the lack of significant group differences on this measure. nondepressed patients administered significantly fewer self-reinforcements and a significantly greater number of self-punishments than the nondepressed hospital employees (reinforcements, p < .01, p < .05, respectively; punishments, both ps < .05). Although the depressed patients did administer fewer self-reinforcements and a greater number of self-punishments than the hospital employee controls, they did not differ significantly on either of these measures from the nondepressed patients. This prediction, therefore, received only partial support.
Recall and Depression
It was predicted that the depressed subjects, to a significantly greater extent than subjects in the nondepressed groups, would recall administering fewer self-reinforcements and a greater number of self-punishments than was actually the case. Group means and standard deviations for the difference between the number of self-reinforcements and self-punishments recalled and the number of reinforcements and punishments actually administered are presented in Table 3 . Univariate analyses of variance (ANOVAS) conducted on the difference scores for reinforcements and punishments both yielded significant effects for group: reinforcements, F(2, 44) =15.19, p < .001; punishments, F(2, 44) = 4.47, p < .02. Scheffe tests for the difference between conditions indicated that the depressed subjects underestimated the number of self-reinforcements (p < .005) and overestimated the number of self-punishments (p < .05) they administered to a significantly greater extent than subjects in either of the nondepressed groups, who did not differ from each other.
Although the depressed patients clearly differed on these two measures from subjects in both nondepressed groups, this does not necessarily mean that depressed subjects' recall scores were inaccurate whereas those of other subjects were accurate. To test for accurate recall, simple t tests were conducted on the mean difference scores of each of the three groups for both self-reinforcements and self-punishments, comparing them to a mean of zero. The results of these analyses revealed that whereas the difference scores of subjects in the two nondepressed groups did not differ significantly from zero for either reinforcements or punishments (all ps > .05, two-tailed), the depressed patients significantly underestimated the number of self-reinforcements, f(18) = 5.71, p < .001, and overestimated the number of self-punishments, t( 18) = 2.15,/7 < -05, they administered.
Discussion
The results of previous research suggest that depressed individuals manifest deficits both in the administration of self-reinforcement (Nelson & Craighead, 1977; Rozensky et al., 1977) and in the recall of externally controlled positive information (Buchwald, 1977; Wener & Rehm, 1975) . The present study was designed to extend the focus of previous research by examining rates of both self-reinforcement and self-punishment and recall of self-generated reinforcement and punishment in clinically depressed psychiatric inpatients. By examining both administration and recall of self-reinforcement and self-punishment in a single sample of depressed patients, the results of the present study offer a clearer understanding of the relationship between self-reinforcement and recall in clinical depression.
Investigations examining self-reinforcement in depression have typically used mildly depressed university students as subjects (e.g., Nelson & Craighead, 1977; Roth et al, Note 1) . Although these studies have provided some evidence of a self-reinforcement deficit in depression, there are apparent inconsistencies in their results. Although Nelson and Craighead, for example, found that depressed students self-reward less than nondepressed students, but that no differences with respect to rate of self-punishment exist, Roth et al. obtained just the opposite pattern of results. Studies that have examined self-reinforcement in more severely depressed populations have yielded somewhat more consistent findings. Rozensky et al. (1977) found that depressed medical patients self-reward less and self-punish more than nondepressed medical patients. Similarly, Lobitz and Post (1979) found that depressed psychiatric patients self-reinforce less than nondepressed psychiatric patients; self-punishment was not examined in this study.
It seemed, therefore, that self-reinforcement might be related to severity of depression. However, the results of the present study do not support this hypothesis. Although clinically depressed psychiatric inpatients were indeed found to self-reward less and self-punish more than nondepressed hospital employees, their rates of self-reward and self-punishment were no different than those demonstrated by a group of nondepressed psychiatric inpatients. This pattern of results suggests that rate of self-reinforcement is related not to level of depression, but to severity of global psychopathology. The only other study in this area that has used a psychopathological control group (Lobitz & Post, 1979) found depressed psychiatric patients to self-reinforce less than nondepressed psychiatric patients. In attempting to understand the discrepancy in the results of these two investigations, it is important to note that Lobitz and Post found depressed-nondepressed differences in rate of self-reinforcement on only two of the three experimental tasks used in their study. It is possible, then, that level of self-reinforcement is not independent of task parameters. Gotlib and Asarnow (1979) , for example, found problem-solving performance in depressed students to vary as a function of the impersonal/interpersonal characteristics of the task. Future research may profitably focus on identifying task parameters that may affect self-reinforcement and self-punishment in depression.
In contrast to the pattern of results obtained on the measures of rate of self-reinforcement, the present findings point to a deficit in recall that is both characteristic of and specific to depression. The depressed patients, in contrast to both the nondepressed patients and the nondepressed hos- pital employees, recalled administering fewer self-reinforcements and a greater number of self-punishments than was actually the case. The data concerning recall of self-reinforcement are consistent with the results of investigations conducted by Wener and Rehm (1975) , Buchwald (1977) , and Nelson and Craighead (1977) , who found that depressed university students, relative to nondepressed students, tended to underestimate the number of times they had been rewarded for making a correct response on a laboratory task. And perhaps more importantly, using a population that more closely resembled the subjects in the present study, DeMonbreun and Craighead (1977) found that depressed male psychiatric outpatients in a Veterans Administration hospital recalled receiving less positive feedback than did either nondepressed male psychiatric patients or nondepressed nonpsychiatric medical patients.
The finding in the present study that the depressed patients also recalled a greater number of self-punishments than they had actually administered warrants further comment. Although this finding is consistent with Beck's (1976) and Rehm's (1977) formulations of depression, it is discrepant from the results obtained by Nelson and Craighead (1977) . These investigators found that although depressed students recalled receiving more negative feedback than nondepressed students, they were more accurate in their recall than the nondepressed students, who underestimated the number of punishments they had received. A consideration of two important differences between these two studies may help to explain this apparent discrepancy. First, whereas Nelson and Craighead examined recall of externally controlled reinforcement and punishment, the present study assessed recall of self-generated reinforcement and punishment. It may be that depressives evidence greater distortion when the recalled material is more clearly self-referent than when it is controlled by an experimenter. Future research may do well to examine the relative effects of different types of stimuli on recall in depression.
A second and perhaps more important difference between Nelson and Craighead's (1977) study and the present investigation lies in the subject populations examined. Nelson and Craighead used mildly depressed university students as subjects, whereas the present study examined recall in depressed psychiatric inpatients. The collective results of these two studies suggest that although both mildly and clinically depressed individuals demonstrate a selective attention to negative events, with increasing severity of depression this selective attention is accompanied by negative distortion on recall. In fact, other mild forms of psychopathology also appear to involve a selective attention to negative events. O'Banion and Arkowitz (1977) , for example, found that highly socially anxious female students demonstrated somewhat more accurate memory for negative information about themselves than did low socially anxious female students. It may be that clinical depression is in part distinguished from milder, more global psychopathology not by a tendency to attend selectively to negative information, but by a propensity to negatively distort that information as well. Moreover, neutral feedback does not seem to elicit this negative distortion, nor does the distortion appear to occur at the point of stimulus input (cf., DeMonbreun & Craighead, 1977) . Rather, clinically depressed individuals appear to distort their perception of positive or negative information at a point between presentation and recall, and it remains for future research to examine more explicitly the course of this cognitive distortion over time.
The general pattern of results obtained in the present study-the pathology-associated deficits in self-reinforcement and the depression-specific deficits in recall-has important implications for theoretical approaches to the understanding of depression. The fact that the deficits in recall demonstrated by the depressed psychiatric patients occurred in addition to deficits in self-reinforcement suggests that attempts to understand the phenomenon of depression through a reliance on cognitivie factors alone may not be sufficient. Beck (1967 Beck ( , 1976 , for example, views depression as a primarily cognitive disorder. Though the results of the measures of recall used in the present study support Beck's position, his formulation of depression does not adequately account for the finding that the depressed patients also manifested a deficit in self-reinforcement relative to the normal controls. It may be argued that rate of self-reinforcement is a reflection of underlying cognitive processes such as selfevaluation; it is not clear, however, that this is in fact the case, and future research may profitably address this issue. By the same token, approaches to the understanding of depression that focus primarily on the construct of reinforcement (e.g., Costello, 1972; Ferster, 1974; Lewinsohn, 1974) cannot easily account for either the deficit in recall demonstrated by the depressed patients or the low rate of self-reinforcement manifested by the nondepressed patients. These conceptualizations of depression may profit from the consideration of cognitive factors in addition to more behavioral variables in understanding the etiology and maintenance of this disorder.
Finally, the therapeutic implications of the present study warrant comment. Several investigators have conceptualized depression in terms of a low rate of positive reinforcement (cf., Costello, 1972; Ferster, 1974) , and both Lazarus (1968) and Lewinsohn (1974) have utilized these formulations in suggesting that therapy with depressed persons focus on increasing the amount of reinforcement received. The present data suggest that this approach to therapy with depressed individuals may be incomplete. The depressed patients manifested not only a deficit in self-reinforcement relative to the normal controls, but they also subsequently recalled their rate of self-reinforcement to be even lower than was already the case. Therapy with depressed persons, then, should focus not only on increasing the amount of reinforcement received, but also on identifying and correcting cognitive distortions in the perception or recollection of this reinforcement (cf. Beck, 1976) . Moreover, the results of the present study suggest that approaches to therapy that focus on increasing the amount of positive reinforcement received by the depressed client may be effective in treating other forms of psychopathology. Recall that the nondepressed patients in the present study demonstrated a low rate of self-reinforcement relative to the normal controls. Because their perception of their low level of self-reinforcement was accurate, therapy with nondepressed clients might be profitably directed toward simply increasing the rate of reinforcement received, both from the environment and from the clients themselves.
In sum, the results of the present study suggest that, although deficits in self-reinforcement and recall of positive and negative information are characteristic of depression, only the deficits in recall appear to be specific to depression. A lowered rate of selfreinforcement and increased rate of selfpunishment were manifested not only by depressed psychiatric inpatients, but also by inpatients on a psychiatric unit for whom depression was neither a precipitating factor in their admission to hospital nor a primary component of their clinical symptomatology. Rehm (1977) cites a number of studies that have demonstrated that depressed subjects manifest a lowered rate 6f self-reinforcement when compared to nondepressed "normals" and has drawn on these findings in proposing a self-control model of depression. The present study used an additional control group comprised of nondepressed patients manifesting other forms of psychopathology, and the results suggest that, whereas a low rate of self-reinforcement may be characteristic of depression, it is not unique to this disorder. Rehm's (1977) self-control model of depression then, as well as other formulations that view depression to be a function of a low rate of reinforcement, may require some revision in order to accommodate this finding.
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